Semon in 1893 and he became its President a year later. While his name is a household one with us, I wonder if we realize just how much, by his writings in this country and in others, by his reputation as a laryngologist and, most of all, by his personality, he helped our specialty to attain recognition and to give it stature. Semon came to London in 1875 as a young man with an introduction to Morell Mackenzie, who was the foremost laryngologist of the country and who, rightly, may be called the founder of Laryngology in this country. It was Mackenzie who started the British Rhino-Laryngological Association in 1888 and was its first President; with Norris Wolfenden a year earlier he had launched the Journal of Laryngology and with him shared the editorship. Even more remarkable, in 1863 Mackenzie founded his "Metropolitan Free Dispensary for Diseases of the Throat and Loss of Voice"-the first hospital devoted to diseases of the throat in the world and, of course, better known to most of you as Golden Square Hospital. Laryngology was ther a very new branch of medicine and its developing into a specialty may be dated from the discovery of the laryngoscope. Mackenzie had learnt to use the laryngoscope in Budapest from Professor Czermak and within three years of returning to London had won the Jacksonian Prize of the Royal College of Surgeons with his essay on "The Pathology and Treatment of Diseases of the Larynx: the diagnostic indications to include the appearance as seen in the living person". You will forgive me if I go just one step farther back into history, but on readling Mackenzie's book on the laryngoscope, I discovered one item of particular chronological interest. Much has been written as to who deserves the honour of discovering the' laryngoscope and thus of being the founder of our specialty, but there seems little doubt that it was Czermak who recognized its practical usefulness in medicine and popularized it: with the medical profession, and it was he who taught Mackenzie. Czermak had borrowed the laryngeal mirrors from Professor Turck of Vienna. Let me quote from Mackenzie's book: "In the year 1857, in the month of November, Professor Czermak, of Pesth, borrowed from Dr. Turck the little mirrors which that gentleman, in spite of the exhortation of his friends, had thrown aside as useless. In a short time, his superior genius, untiring perseverance and natural dexterity, enabled him to overcome all difficulties. Artificial" light was substituted for the uncertain rays of the sun; the large ophthalmoscopic mirror of Ruete was used for concentrating the luminous rays; the awkward hinge which united the laryngeal mirror to its stem was dispensed with; and mirrors were made of different sizes.
Thus it was that Czermak created the art of laryngoscopy." Did you notice the date?-November 1857. As I have said, this year is a jubilee of our Section-but this month is. the centenary of the origin of our specialty.
Proceedings of the Royal Socety of Med icine 2 In looking back I often wonder just what those early laryngologists were like and were able to do. They certainly had the laryngoscope, but they had no electric light, in fact, no electricity for light or cautery or suction. They had no knowledge of bacteria, no X-rays, until 1880 no cocaine and no adrenaline, and they were forced to invent most of their instruments. And yet Mackenzie wrote a textbook on disease of the throat and nose -in two volumes, each of over 500 pages-a work which was a standard for years and which Semon translated for Germany where, also, it had a long reputation. Both of these men were physicians, as were most of the early laryngologists. A notable exception was Sir Henry Butlin who, as junior of the surgeons at St. Bartholomew's, was persuaded to take on the laryngology that no one else was willing to do. Among some who were physicians to their hospitals before they were laryngologists, we remember D. R. Paterson of Cardiff and Watson-Williams of Bristol. Sometimes the apprenticeship was in general practice and notable in this group were Dundas-Grant and Dan McKenzie. But gradually the emphasis in our work became surgical, and the terms of appointment to hospital staff as "Surgeons in Charge" became the custom. More and more the specialty became a branch of surgery with curious anatomical limitations. The possession of a higher qualification in surgery became a necessity for hospital appointments. Also, in many hospitals, we became wedded to the otologists who had been a specialist surgical group for a long time previously. As a result of such a parentage it is now difficult to distinguish a laryngologist from an otologist, and it is perhaps surprising that our Sections of Laryngology and Otology still retain their identity and tradition. I am not, for one moment, suggesting it should be otherwise.
With the development of surgical work, there was a need for larger departments in hospitals with an increasing demand for beds. The supply of beds never seemed to keep pace with this increasing demand and the result was that for many years the waiting lists for throat and nose operations were among the most notorious and most ridiculous features of hospital administration. I think this problem was the cause of two interesting things. One was the development of much out-patient operative work, most of which we should now regard with horror, and the other was the overflow of much of the tonsil and adenoid surgery into the hands of other people, who became expert at this work but were not laryngologists. We are thankful that for one reason and another, the long waiting list is disappearing, or has disappeared. I suppose I have lived through the heyday of operative assault upon tho nose and sinuses and I have seen develop an appreciation of the importance of their physiology. -In particular, one has learned the need for the preservation of cilial activity. Otty (1957) reviewed the changing aspect of nasal disease and surgery and commented on the value of a submucous resection of the septum. It may be that this important operation will, be one of the few left in our repertoire of nasal surgery. I served some of my apprenticeship at Gray's Inn Road seeing in the out-patient department. the "old cases", and among them the anatomical and physiological wreckage of the nose for which nothing more could be done. These were the result of well-intentioned surgery by many well-known seniors, but they caused one furiously to think! Nevertheless, I expect most of my generation still, at times, wish to go the other way and avoid having to look at the all too familiar nose which is waiting on the out-patient benches, pathetically faithful and hopeful, and curiously grateful.
There has been, too, a growing appreciation of the-importance of the non-infective disorders of the nose and sinuses, in particular those associated with allergy and those due to psychosomatic changes. Of the latter I have been aware for a number of years but I have been shy of talking or teaching about them. You may remember a lecture by Dr. Luscher (1954) given at the Institute of Laryngology just four years ago, when he talked of the psychological factors of ear, nose and throat diseases. I talked to him afterwards and thanked him for saying so much of what I believed, and I was interested to hear him say how much courage he had needed to do so. I once thought this type of case was much commoner in private than in hospital practice, but I doubt if this is true. There is more time in private practice to discover them. The discovery must be achieved in hospital practice as well, and achieved by us and not passed on to a specialist in psychological medicine.
While I am one of the few remaining users of the guillotine, I have watched the changing attitude towards the removing of tonsils and adenoids, and I am delighted to see that there now is that "conservation of the lymphoid tissue of the upper respiratory tract" which T. B. Layton, my teacher, so eloquently preached all his life. I took part in the development of endoscopy. In my early registrar days, the triumph we prayed for was the successful removal of a foreign body from the bronchus. More often we had to rescue a foreign body from the cesophagus-an anxious emergency-each time potentially saving a life. We diagnosed cesophageal malignancy and sometimes stretched old strictures. At this time the range of endoscopy was widening. I had the good fortune to work with a general surgical registrar who was interested in the possibilities of thoracic surgery and, together, we were officially designated an endoscopic team in our hospital. We quickly demonstrated the value of bronchoscopy in the investigation and treatment of disease of the lungs and we made some elementary efforts at treating or alleviating malignant disease of the bronchi by endoscopic attack. But as soon as surgery of the thorax became as safe as surgery of the abdomen, it seemed inevitable that the endoscopy of the thoracic contents should pass to the thoracic surgeon. In my opinion, we should limit our endoscopic work to the neck. The improvements in general anesthesia and, later on, the protection imparted by antibiotic drugs, have provided increasing factors of safety in endoscopy. But these particular benefits have been most dramatically of value in the major surgery of the larynx and pharynx. By such means the treatment of malignant disease in this region, by surgery, has reached a degree of success dependent only on the skill of the surgeon and the limits of the disease. Improvements in radiotherapy potential, and technique, are also constantly occurring, and the contest between surgery and radiotherapy in the treatment of malignant disease seems to be more clearly definedunhampered now by the risks of surgery and the discomforts of radiotherapy.
During the last thirty years, improvements in public health, in housing and in diet for large sections of the community, with especial reference to children, have resulted in less upper respiratory disease, the control of diphtheria, changes in the incidence of tuberculosis and the almost complete disappearance of atrophic rhinitis.
More recently the advent of chemotherapy and antibiotics has started a new era in medicine and surgery, but has been especially forceful in our specialty. In addition to the general benefits, with regard to pyogenic infections, with which our regions can abound, there have been very especial local benefits in tuberculosis and syphilis. These diseases are now rarely seen within the larynx.
In the last ten years or so, some very subtle changes in our work have been occurring as a result of the antibiotic era. The ability to treat and cure acute infections is selfevident, but I refer, rather, to the secondary effect of this curing of acute disease-namely the gradual disappearance of chronic infective and inflammatory changes. This is being revealed now, especially in regard to the lymphoid tissue and in regard to the sinuses. I find in all sections of the community an increasing decline in the numbers of patients needing tonsillectomy or operations on sinuses.
So, where are we to-day? What does the present-day laryngologist do?-or what is there left for him to do?:
He diagnoses and treats-partly surgically-malignant disease in larynx, pharynx and nose.
He treats some acute upper respiratory infections and may have to operate on account of the results of acute infections.
He may need to operate to correct abnormalities of development or injuries toward the general design of a restoration of function.
He has to deal with allergy as manifested in the nose and throat. He has to discover and deal with psychosomatic illness. He has to listen to a vast multitude of complaints for which he can find no cause! Some weeks ago I read that the discoveries of the laryngoscope and of cocaine were important landmarks in the history of our work. I wondered about-other landmarks and decided that the establishment of endoscopy was another; then the perfecting of intratracheal anxsthesia exerted a great influence on much of our surgical work, extending the margin of safety and widening the scope. Lastly, the discovery of antibiotics had a very special significance for us. I then dated these landmarks and noticed an interesting sequence. I knew that cocaine was discovered in 1880. Twenty years earlier, 1860 was a fair date for the discovery of the laryngoscope. Twenty years later, 1900 was not far wrong for the endoscopic landmark. Add another twenty and intratracheal anesthesia was then being more widely used, while 1940 seemed an excellent date for the antibiotic miracle. One is tempted then to wonder what is next on the list? What is put down for 1960? If it is to be an improvement in radiation therapy of malignant disease or some other revolutionary treatment of such disease, then the quota of surgery in the life of a laryngologist is almost gone. I have always been interested in the teaching of medical students and of newcomers to the specialty. There has been some tendency in recent years for young men already trained in general surgery to consider a further training in laryngology and joining our specialty. We would all agree that this is an excellent sequence, but I do feel it necessary, at present, to ask such trainees why they are wanting to do this-whether they hope they are entering a surgical specialty and warning them that this may not be so.
Proceedings of the Royal Sociey of Medicine 4
In our specialty do we continue within the limitations of our predecessors, accepting the occasional amputation of sections of our work and watching the transferring of emphasis from surgical to non-surgical treatment of the majority of our patients? That way, we must again become physicians or even disappear! Is it right, then, that the emphasis on training and qualification should be surgical? The "Surgeon in Charge" and the "obtaining of higher qualifications in surgery"-are these phrases becoming outmoded ? May the laryngologist of the future possess a higher medical qualification ?-may he, like Semon, take the M.R.C.P. and become a Fellow of the Royal College of Physicians and not a Fellow of the Royal College of Surgeons? I am being controversial and provocative as I feel we must, for the sake of our young men and womefi and, therefore, for the sake of the future of this Section, think on these things.
There are some sections of surgical work which might be in our province. Some once were-for instance, the thyroid gland-a development from the floor of the pharynx and lying in the middle of our present territory. Who better equipped with instruments and with technique than ourselves for dealing with a cleft palate, and why not the cleft lip with its gap into the nasal cavity? With so much familiarity with the anatomy of the neck, why should we not seek out the sympathetic chain as well? and why should we not regard the tongue and the salivary glands as being within our surgical province?
Morell Mackenzie in November 1888, during his Presidential Address to the British Laryngological and Rhinological Association, said:
"I would urgently recommend the younger members of the Association, whilst devoting themselves to our speciality, to continue to practise general medicine or surgery for the first ten years of their professional career." And in the concluding paragraph of the History of Otolarnygology by Scott Stevenson and Douglas Guthrie, 1949, we read:
"The great interest of the speciality ... is that it still contains so many fascinating and stimulating problems for its practitioners, who must not be allowed to forget that they are physicians as well as surgeons and philosophers as well as craftsmen." I work at Guy's in a part of London known still as the Borough-once the home of many Dickens' characters and now the haunt of his ghosts. Monthly, during the winter, we hold a departmental meeting in the one remaining Inn, "The George". A little farther down the High Street is the site of the old Marshalsea debtors prison and, occupying part of it, is the present Southwark Coroner's Court. It is curious how vividly odd remarks made to one stand out in memory.
On my first official visit to that Court, as a house surgeon, I stood in the witness box to testify regarding the post-mortem findings. I do not remember anything about the patient, I only remember the gentle kindly old gentleman, the Coroner, as he asked me my qualifications-M.R.C.S., L.R.C.P.-"Ah yes! a member of the Royal College of Surgeons and a licentiate of the Royal College of Physicians. Ladies and Gentlemen, I would like you to note that the gentleman in the box is both a surgeon and a physician".
